International Journal of Early Childhood Special Education (INT-JECSE)
DOI: 10.9756/INT-JECSE/V1412.327 ISSN:1308-5581 Vol 14, Issue 02, 2022

CASE REPORT : PERFORATED DUODENAL ULCER IN PREGNANCY IS A RARE
CAUSE OF ACUTE ABDOMEN PAIN DURING PREGNANCY.

DR.YUVARANI
Professor in Dept of OBG at Sree Balaji medical college ( 1st Author)
DR.IDHALYA RAVI
Junior Resident in Dept of OBG at Sree Balaji medical college (2nd Author )

Corresponding authorDR.IDHALYA RAVI
Junior Resident in Dept of OBG at Sree Balaji medical college

INTRODUCTION

In pregnancy and puerperium, Peptic ulcer disease in an uncommon condition.

Gastrointestinal complains and its disorders are very common in women , including in their reproductive age
group and more often crop up during pregnancy. These complaints and disorders present distinctive clinical
challenges during pregnancy.

The obstetrician, gastroenterologist as well as the surgeon must be familiar with the medical and surgical
Gastrointestinal conditions that can present during pregnancy and how these disease affect and are affected by
pregnancy.

Abdominal evaluation during pregnancy is modified by displacement of abdominal viscera due to expanding
gravid uterus.

Pregnancy modifies GI Physiology. Gastro oesophageal reflux is caused by gastric compression by the growing
gravid uterus and reduced lower oesophageal sphincter tone due to increased serum progesterone and motilin
levels in pregnancy. Due to increased progesterone also result in decreased gastric acid secretion and aspiration
of gastric contents

The gravid uterus will compress the Inferior vena cava in supine position and hence decreases venous return,
aggravating systemic hypoperfusion causing GI bleeding.

Physiological changes during pregnancy can cause abdominal symptoms such as nausea, vomiting, early satiety,
bloating and pyrosis . Hence it is difficult to distinguish serious GI disorders producing the same symptoms.
Tests for diagnosis of Peptic Ulcer Disease isconducted with great diffidence during pregnancy and certain
medicines used in women for PUD (e.g.misoprostol[1]) are avoidedduring pregnancy. Hence, timely detection
and earlier treatment of PUD in pregnancy is vital as its sequele can escort to morbidity and even mortality.

CASE REPORT

Here is a remarkable case report of perforated duodenal ulcer in the puerperal period.

A 25-year-old primi visited our hospital at 38weeks+3days of gestation with the complaints of vomiting
episodes of 3-5 times a day, containing food particles, non-bile stained, with general tiredness, back ache, and
lower abdominal pain on and off for 3 days. Until then pregnancy was uneventful. Patient was first booked at 9
weeks of gestational age and has been regularly following upsince then . She had no major medical history.
Baseline investigations as well as ultrasound scans(Dating , NT, anomaly , growth profile scan )were normal.
On examination, she looked dehydrated with the temperature of 98.3F. Blood pressure 120/80mmhg and
PR:88/min. On per abdominal examination , fundal height was corresponding to gestational age, relaxed, not
acting, cephalic.Reassuring fetal heart pattern was seen in NST. A probable diagnosis of Gastroenteritis was
made. Blood sample was collected for CBC ,RFT, LFT, andCRP. Urine culture and sensitivity was done and
antiemetics and antibiotics were started. The blood tests revealed decreased serum potassium of 3.3 mmol/l and
a elevated C-Reactive protein of 30 mg/L .Patient’s vomitting worsened inspite of antiemetics , occuring more
frequently with bile stained colour. The abdominal pain was confined to the epigastric region. Patient started
developing uterine contractionsthe same day, and in view of persistent fetal decelerations on the CTG at full
cervical dilatation , patient was delivered by ventouse delivery early hours the next day. Post delivery, patient’s
complaints continued to get severe and developed severe tenderness in the epigastric region. General surgery
opinion was sought . Blood investigations and USG Whole abdomen along with chest X ray was done. CRP was
elevated to 125 mg/l , while the remaining blood investigations remained normal. Fluid collection was noted in
the right upper quadrant of the abdomen measuring 9.3x2.6¢cm. Liver and gall bladder was enclosed by the fluid.
Uterus and ovaries found normal. Radiological investigations were normal. Patient was taken up for diagnostic
laparoscopy in view of worsening condition of the patient. Laparoscopy unconcealed abundant amount of
purulent pus collection and widespread adhesions were noted around the abdomen. Immediate Laparotomy
(with a midline incision) was conducted and revealed an anterior perforation of the upper 2nd part of the
duodenum and the same was repaired following which an omental patch (Graham’s patch) was created.Post
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operatively, Patient was nil per oral for24 hours with Ryles tube insitu. Postoperative period was uneventful and
on 8% postoperative period , patient was discharged with clarithromycin/metronidazole for a week and
Tab.Omeprazole for a month.

DISCUSSION AND REVIEW

The differential diagnosis of abdominal pain is broad during pregnancy which includes obstetric conditions as
well as common GI conditions. Abdominal discomfort without any other signs or symptoms may be caused by
-Growing fetus

-fetal pressure over nearby vital organs

-Braxton-Hicks contractions common in normal pregnancy

Perforated peptic ulcer is very rare[4] in pregnancy and when it occurs, pain is localised in epigastric or right
upper quadrant region which is burning in character radiating to the right back. It is diagnosed by abdominal
ultrasound, Laparotomy, Urine analysis and occasionally fluoroscopy with contrast urography.

Close and vigilant observation by a surgical team with frequent abdominal examination and regular laboratory
investigations helps in clarifying the diagnosis when the diagnosis is uncertain.The character, severity,
localization or causative factors of abdominal pain often change with time.

Few Differential diagnosis of nausea and vomiting during pregnancy
- Hyperemesis gravidarum

- Pancreatitis

- Cholelithiasis

- Viral hepatitis

- Peptic ulcer disease

- Qastric cancer

- Intestinal obstruction

- Qastritis

- QGastro oesophageal reflux disease
- Preeclampsia/eclampsia

Gastro esophageal reflux disease is more commonly encountered compared to peptic ulcer disease during
pregnancy.Symptoms of GERD is suggested by substernally radiating pain or pain aggravated by consuming
acidic citrus drinks. Other Symptoms includeregurgitation of an excessive amount of acidic saliva and the
presence of extra intestinal involvement including hoarsness, laryngitis, periodontal disease and nocturnal
asthma .

GERD|2], Gastritis , Mallory -weiss tears and ulcers.

The most common causes for GI hemorrhage during pregnancy areGERD[2] , Gastritis , Mallory -weiss tears
and ulcers.

Patients with epigastric or RUQ pain should get their LFT and serum lipase levels checked to rule out
pancreatic and hepatobiliary disorder.

Peptic ulcer disease is rare and antecedent during pregnancy .

During pregnancy, PUD cannot be diagnosed exclusively by its symptoms as nausea, emesis, dyspepsia and
anorexia are soO common in pregnancy.

Pain, nausea, and vomiting are the cardinal symptoms of PUD. They complain of an epigastric pain with more
severity during the night.The patient may not able to localize the pain due to gravid uterus and especially when
the patient is in labour.

The most common cause of a duodenal ulcer is

-HELICOBACTER PYLORI infection

-NSAID’s including Aspirin

These ulcers most commonly present with GI bleeding than abdominal pain.

Hence Pregnant women with GERD or PUD should avoid

-caffeine

-Alcohol

-Smoking

-NSAID use

Management of GERD

1)Lifestyle modifications

- elevate head end of bed

-Frequent small meals
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-Avoid eating 3 hours before sleep

2)Medications

-Antacids

-Sucralfate

-H2 blockers ( Cimetidine, Ranitidine and famotidine)

-Proton pump inhibitors

It is a multidiscipilinary management involving obstetricians, gastroenterologists, and surgeons.

Basic investigations thus followsCBC, RFT, LFT, and serum amylase.Cholelithiasis and pancreatitis can be
excluded using ultrasound abdomen.To detect the presence of gastrointestinal perforation as it can lead to
pneumoperitoneum, use of abdominal X-Rays is needed inspite its contraindication in pregnancy.

Fetal risks of teratogenicity or childhood cancer far outweigh the maternal and fetal benefits of timely diagnosis
and management.

Premature labour can occurhence administration of steroid injection intramuscularly for fetal lung maturation
must be considered.

Postoperative antibiotics must be taken at least for one week. Peptic Ulcer Disease should be medically
managed and medicines are to be continued until patient is seen at the follow-up clinic. Omeprazole which
belongs to the class of proton pump inhibitors was prescribed to our patient as these agents are highly successful
in duodenal ulcer treatment and can be continued post delivery.

CONCLUSION

The differential diagnosis of abdominal symptoms and signs in pregnancy is particularly comprehensive. They
include pregnancy-related or unrelated GI, obstetric, gynaecological and other conditions.

The diagnosis of abdominal disorders in pregnancy is typically provided by medical history, physical
examination, laboratory investigations and radiological findings.

Early diagnosis is essential to improve maternal and fetal survival which have recently improved for many life
threatening GI conditions.

The clinical appearance, incidence or severity of GI disease can be affected by pregnancy

In the above case, we have tried to highlight the key characteristics required in pregnancy to diagnose
complicated PUD and their management in pregnancy.
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